The Branches were asked to express their preference for the Alum symbol, the snakes, the central circle, and the octagon and hooks. As a result of these decisions, a final badge was produced and transmitted to Bluemantle Pursuivant of the College of Arms, together with the articles and history of the Association and of the College, its membership, a statement of its funds and a description of its buildings.
In January, 1965, a letter was received from Bluemantle Pursuivant of Arms to say, I have now ascertained from Garter King of Arms that the Earl Marshal would be prepared 10 grant his Warrant for the assigning of arms and a badge to the Australian and New Zealand College of Psychiatrists. It was also stated that a "grant of supporters" to the arms could not be granted for the time being, owing to the recent foundation of the College.
On 29th March, 1966, the following letter was received from Bluemantle Pursuivant of Arms, together with the design. Unfortunately, the heralds seem to have had no hooks.
Dear D r Cunningham Dax, Thank you very much for your letter. I now enclose a very rough painting of a suggested design for the arms of the Australian and New Zealand College of Psychiatrists.
I have already tried to interpret the ideas which you, save me in an heraldic way and I need not. therefore, detail the symbolism Unfortunately, in heraldry there is no ink blue, but I have made your colours blue and gold, this k i n g the nearest approach. I suggest that the badge could he either be a s illustrated. namely, the sign for Alum within an octagon. which would make a simple motif for use on ties, etc., or it could be the central design of the arms. In view of the fact that a badge is so often worn agaist a dark background, my own inclination would be to use the octagon. rather than the black sphere, which would only show up well against a light colour. As you will see, there is a scroll beneath the shield which can contain a motto if you wish, but if you prefer not 10 have a motto. the scroll can be omitted.
I should just point out that the helmet in this drawing is not correct; in fact. the helmet appropriate to a corporation is one of steel with a closed visor pointing slightly to the dexter. I look forward to learning your reactions when you have had time to consider this design.
The design was tabled for examination and com-D r Dax ment at the Council meeting in May, 1966. happened to be going to the United Kingdom at that time and was able to make an appointment at the College of Arms with Bluemantle Pursuivant, where he was received with courtesy and propriety to discuss the badge and motto.
From a series of appropriate mottoes supplied by a very senior classical scholar, 'Hitmunitate Progredi' (Progress through Understanding) was chosen, but this was declined by the Garter King of Arms as not being "good Latin". The eminent scholar then gave us four alternatives, none of which the College of Arms regarded as suitable. It was now December, 1966. An alternate motto, but this time unacceptable to the College, was proposed by the Garter King of Arms (who held double first class honours in Classics). Meanwhile, the Bluemantle Pursuivant had been away to the U S A . and was promoted to Richmond Herald of Arms.
By this time. at least three other members of the College were exercising their classical learning towards producing a suitable motto. In December, 1967, the latest motto submitted was regrettably not acceptable "because the Romans would not have understood it". Next, three quotations were submitted and one from Martial's Epigrams was agreed upon as suitable, until at the critical moment Non i w vivere sed valere vita was discovered by Dr Cade to be also that of the Royal Society of Medicine. Accordingly, the final drawings of the design had again to be changed.
By great good fortune, D r Scott-Orr had just sug- (December, 1969) .
Festina Lente.
OBESITY IN CHILDREN'"
Though it is customary to stress the impact of obesity on physical health as a major reason for its importance as a field of study and therapeutic intervention, it is likely that the psychological disability accompanying obesity is of equal importance. (Mayer, 1966a; b) .
Definition It is now generally recognized that, except perhaps in the grossly overweight, the use of weight alone as a criterion of obesity is invalid, since obesity implies an excess of adipose tissue, and the source of excess weight may lie entirely in skeletal and muscular tissues (e.g., football players). This distinction is not trivial since it is likely that the mortality rates may be quite different in the two groups.
The most commonly used scales employ a two dimensional index for the definition of obesity, namely, height and weight (sometimes as in the life insurance tables with a third, a crude estimate of the skeletal size, added as well). For children, the practice seems to be to relate the height and weight to developmental tables such as the Wetzel grid. Dissatisfaction with the height/weight method has led to efforts t o measure adipose tissue directly using certain skin folds as representative of the whole (Mayer, 1966b) .
When height/weight data are related to existing developmental tables, the prevalence of obesity is
found empirically t o vary with age (Rauh, Schumsky and Witt, 1967) . Mayer (1966b) , on the other hand, has proposed a statistical definition of obesity (using the thickness of the triceps skin fold as an estimate of adipose tissue), namely, one standard deviation from the (logarithmic) mean in all age groups under thirty. Thus, for any age group the prevalence of the obesity is necessarily always 16 per cent. (After the age of thirty, the use of thirty year old norms is proposed so that the prevalence of obesity increases sharply in the next decade). Whilc this Mayerian definition has the virtue of simplicity, it suffers from the improbable assumption that either obesity is il chronic, lifelong disease, or, if not always so, that the incidence rate (number of new cases in unit time) always equals the remittance rate.
This need not be a handicap to the growth of knowledge, however, since three important groups should be easily discernible from longitudinal though not from the simpler cross-sectional studies: I . The chronically obcse; 2. The becoming obese; 3. The remitting obeze child. Hypothetical reasons and empirical data, sketchy as they are, suggest that these three groups are prognostically and probably aetiologically different (Asher, 1966; Grant, 1966 , Heald, 1966 , and the potential yield of knowledge from researching each group different.
Givcn the unsatisfactory and often arbitrary definition of obesity, epidemiological data are at best of limited value. Obesity in children may be bimodal in age incidence (early and middle childhood) (American Academy of Pediatrics, 1967; Asher, 1966; Heald, 1966 ; Rauh el a/., 1967); it is influenced by gender, though in a complex way (Rauh er a/., 1967 ), and by ethnic and socioeconomic group. These demographic features tend to become much clearer in adulthood where socially and sexually disadvantaged groups show higher prevalences of obesity (Mayer, 1966b) . However, in childhood these tendencies are often actually reversed (Rauh et d., 1967) . A most important concomitant of obesity, at least in the adolescent and adult female, is somatotype obesity being correlated with a complex somatotype of mesomorphy with endomorphy and ectopenia; that is, muscularity, robusticity and large skeletal size (Mayer, 1966a) . It is also more common in natural than adoptive children of obese parents (see Mayer, 1966b ), suggesting possible genetic influences in aetiology.
Aetidogy
It is easy enough to see that to become obese, in. take must exceed expenditure of energy. There are, however, numerous complexities in this deceptively simple equation, since environmental and biological influences on intake and especially output of energy are myriad (Mayer, 1966b) . These complexities are seldom recognized, and obesity is usually regarded, especially in psychiatric literature, as aetiologically simple and homogeneous.
A further, almost always ignored, complication is the assumption that original aetiology must still be present. Studies in animals in which energy intake or output are altered experimentally show that ohesity develops over a period of time, but that ultimately a steady (obese) state is achieved. The only difference in this new steady state may be the now greatly increased adipose tissue. An aetiological study done at this phase could conceivably show no disturbance of either energy intake or output. How true this steady state (excluding normal growth needs) is of human beings and of children in particular is not clear a t the moment, except that while it is certainly not true of all obese children, it is characteristic of some (Grant, 1966) . Mayer (1966h) has reviewed exhaustively both thc homeostatic mechanisms which maintain balance between energy intake and energy output. and the disturbances which may occur. For present purposes. it may he assumed that very few cases of ohesity in children have demonstrable organic causes. This leaves t w o possible causes: eating too much and/or exercising too little. 'The first Mayer (1966b) calls the fundamentalist view, since it has it roots in the puritanical aversion to gluttony. Considering the Furitanical roots of Anglo-Saxon culture, it is not surprising to find that the aetiological notions 01 obesity in both medical and psychiatric literature in English have been dominated by the gluttony hypothesis. Yet, Mayer's reviews of his own work and others' studies have revealed the rather disquieting fact that obese children and adolescents seldom seem to eat more or different food than their peers. This would suggest either that studies are usually done in the steady state or that the cause lies primarily in inadequate consumption of energy rather than gluttony. This impairment could he some yet undiscovered metabolic difference and/or insufficient physical activity. Mayer ( 1966b) claims that the empirical data supports the latter as an important cause in o u r increasingly sedentary society. A complication here, of course. is that the reduction in physical activity could be, at least in part, secondaryobesity leads to difficulty in moving, clumsiness, rejection by peers, and hence, for children, reduction in opportunities for activity (Mayer, 1966b) . T h e aetiological link between the observed somatotypic differences and obesity is not clear and could involve a variety of gustatory, metabolic, temperamental, and activity factors (American Academy of Pediatrics ( 1967); British Medico/ ~o u r d , . Mayer, 1966b .
Psychopathological Studies nf Obese Children and Their Parents
It is apparent that social and psychological variables could operate causatively at one or many points: on feeding (amount, quality, frequency), appetite, satiety point, metabolism and activity (opportunity and motivation for), so that their potential role is not in question. Their relative importance and locus of action, however, has not been established despite voluminous literature. Little profit comes from spculation of this kind, and clearer empirical demonstrations of correlation of psychopathology with, :tnd its clear functional relation to, obesity is a prerequisite.
As in so many other conditions, there are virtually no studies which are not based on single or small numbers of highly selected children, using poor diagnostic methods in poor experimental designs. Unfortunately, this criticism applies to the best known worker in this area, Hilda Bruch. She (Bruch, 1963a; b ) considers obesity to result from a hyperphagia embedded in a matrix of severe disturbance of body concept similar to schizophrenia. This disorder is hypothesized to be a result of impaired communication within the family, particularly between mother and child, with the former smothering the child and the latter passively compliant. In the eating situation, this means that mother's needs dominate over the child's own hunger and satiety sensations. Bruch seems to make it clear, though, that obesity is not necessarily associated with severe psychopathology but the basic mechanism is aetiologically similar in all severe cases. Mayer (1966b) comes out very strongly on the side of any psychopathology being the consequence of obesity (i.e., somatopsychic), principally from the severe rejection by peers and adults. H e points out that many of the psychological phenomena said to be associated with obese children are characteristic of discriminated against minority groups, which could support such an hypothesis.
At this point, the frequency and kinds of psychopathology associated with obesity in children appear to be unknown, and, when present, their relationship to the aetiology of the obesity is quite unclear.
Treatment and Prognosis
There seem to be few controlled studies of treatment of obesity in children and none using psychotherapeutic methods. Bruch (19663a) has emphasized the difficulty of treating obesity by psychoanalytic psychotherapy. Controlled studies, mostly with anorectic drugs, suggest that while almost anything, including placebo, works to some extent in the short run, long term results are disappointing, especially in amount of weight lost (Christakis, Sajecki, Hillman. Miller, Blumenthal and Aucker, 1966; Law cet, 1966; Lloyd, Wolff and Whelen, 1961; Shutter and Garell, 1966) .
While undoubtedly some fat children do grow up to be physically normal adults, most do not, and, further, the more overweight the child and/or the earlier the onset of obesity the worse the ultimate prognosis (American Academy of Pediatrics, 1967; Asher, 1966; British Medical Journal, 1966; Grant, 1966; Lloyd et al., 1961; Mayer, 1966b) .
In the end, the best treatment for obesity would seem to lie in its prevention which implies the need for much better studies of the eating habits and activity patterns of becoming-obese child at all ages. The importance of the mental health sciences lies in their application to the study of any antecedents of increased eating and/or reduced physical activity where these have been revealed to be causal. The treatment of obesity, involving, as it probably must in most severe cases, the reduction of caloric intake to deplete fat stores and/or the development of greater physical activity, requires the development of better techniques derived from the application of motivation and learning theories.
Summary
There would seem to be no better way of doing this than citing the conclusions of the Committee of the American Academy of Pediatrics (1967) : "despite an imposing body of information derived from research, our ignorance concerning the aetiology, pathogenesis and treatment of obesity is remarkable". In light of the discussion above, certain signposts for research should, however, bc clear.
THE CLINICAL PSYCHOLOGIST IN A
GENERAL HOSPITAL* Psychologists have had a limited role in general hospitals in Australia, but as more fully-trained clinical psychologists will be available in the future a description of their potential talents may encourage Based on an address and subsequent discussion at the Staff Conference of the Joint Department of Psychological Medicine, Monash Universitv-l'rince Henry's Hospital. Melhourne. on 24th May, 1971. introductory lo a series of contrihutions on psychological assessment by honorary psychologists at the hospital. I t must be stressed that the writer's opinions are not necessarily those of other clinical psychologists. hospitals t o make the most effective use of their psychological personnel. Such a description sets standards that show up present shortcomings in our profession, while raising hope for it.
Psychologists' basic training begins with undergraduate studies in development, individual and group behaviour, and research methods. Postgraduate training in assessment, abnormal behaviour, behaviour change, and clinical research is now increasingly emphasized in Australia as it is overseas. Their experience of the dialectic implicit in the study of psychology is a further source of potential strength.
Within this fast developing field are the creative
